The syndrome of occlusion of the posterior inferior cerebellar artery was first described by Wallenberg (1895). Since his first description, a number of reports and reviews on the subject have appeared in the literature and it appears that the condition is not uncommon (Goodhart and Davison, 1951;  Levine, Cheskin, and Applebaum, 1949 ; Merritt and Finland, 1930; Ramsbottom and Stopford, 1924; Riley, 1930; Spiller, 1908; Thomas, 1907; Thompson, 1929; Wilson, 1909; Wilson and Winkelman, 1927) . Ramamurthi (1956) reported 22 cases of vascular occlusion of the posterior fossa, during a 5-year period (1950) (1951) (1952) (1953) (1954) (1955) . In this series the posterior inferior cerebellar artery was involved in twelve cases and appeared to suffer occlusion more frequently than any other blood vessel of the hind brain. But in comparison with the vascular accidents of the cerebrum, those of the hind brain may be said to be infrequent.
The posterior inferior cerebellar artery is the largest branch of the vertebral artery, arising like the medullary branches, nearly at right-angles to the main vessel. This anatomical arrangement may interfere with the free flow of blood and is probably a factor in the development of thrombosis in an already diseased artery. The posterior inferior cerebellar artery supplies the lateral portion of the medulla and the adjacent portion of the cerebellum.
The area supplied by the artery. includes the restiform body, the direct spino-cerebellar tract, the descending root of the trigeminal nerve, the motor nucleus of the vagus nerve (the nucleus ambiguus), the lateral spino-thalamic tract, the sympathetic centre, a portion of the hypoglossal nucleus and a portion of the cerebellum, Deiter's nucleus, and occasionally the nucleus facialis.
* Received for publication, December 31, 1957. These important centres and tracts in the lateral portion of the medulla become devoid of blood supply in thrombosis or occlusion of the posterior inferior cerebellar artery. The classic picture of the syndrome is unmistakable, but, depending upon the variations in the anatomic distribution of the vessel and the nature of the collateral circulation, some symptoms may be absent while others may be present.
Aetiology.-The lesion is stated to affect persons of the sixth and later decades, and the commonest aetiological factor is arteriosclerosis and hypertension (Riley, 1930; Merritt and Finland, 1930) . Between the ages of 30 and 50 years, syphilis as an aetiological factor needs to be kept in mind. Only a few sporadic cases in which syphilis was the causative factor have been recorded. The earliest cited report of syphilitic thrombosis of the posterior inferior cerebellar artery which the authors could find was that of Salmon (1913) . Kozevnikov (1927) and Wilson and Winkelman (1927) each reported one case of syphilitic thrombosis of the artery. Freidovitch (1929) reported the syndrome in a patient with syphilitic aortitis, who recovered with antisyphilitic therapy, so that it was presumed that the syphilis had caused the occlusion. Bianchi, Iribarren, and Querol (1942) (Ramamurthi, 1956) , thromboangiitis obliterans (Hausner and Allen, 1938) , metastatic neoplasm (Davison and Spiegel, 1945) , and embolism from a rheumatic heart (Merritt and Finland, 1930) .
Whatever the aetiology, the clinical picture of the syndrome is typical. The onset is abrupt with dizziness, vomiting, and falling towards one side but no loss of consciousness. Further signs and symptoms in accordance with the areas involved are listed in the During investigation, an attempt was made to feed him through a Ryle's tube, but he was unable to retain the tube and was uncooperative. As he was becoming emaciated, a gastrostomy was performed by a surgical colleague and the patient was fed through the gastrostomy tube. The blood serological reaction being reported positive to syphilis, the patient was transferred to the Institute of Venereology on August 27, 1957.
Past History.-The patient admitted having had a penile sore and urethral discharge 12 years before and had had no specific treatment.
Present Illness.-Until about 6 weeks before, the patient had been in normal health. One night, when he got up to pass urine, he felt extremely dizzy and was not able to walk, with a tendency to fall towards the left. He was helped to bed and was given some water to drink, but he could not swallow and the attempt brought on a choking sensation with violent bouts of coughing and regurgitation through the nose. He was perfectly conscious, and complained of numbness of the left side of the face and difficulty in phonation. He was taken to a private medical practitioner who was alleged to have given him two intramuscular injections. As there was no improvement, he was admitted to hospital.
Physical Examination.-The patient was a poorlynourished individual of asthenic habitus. The gait was rather unsteady because of a feeling of insecurity on the left side, but he was able to walk with a stick. The voice was husky. There was a scar on the anterior aspect of the glans penis. The regional lymph nodes were slightly palpable and discrete. A rubber tube was protruding through a gastrostomy wound in the epigastrium.
Neurological Examination:
Cranial Nerves:
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